. .
MfSSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

! DEPARTMENT OF PUBLIC HEALTH AND WELFARZ

. )
. R . ‘l j 1 ]
%O""Tg.{sws%? NDED Registration District No. _________" 3 }R_anery Registration District No.'lmq_____laglnrnr‘s No. -
‘u E v . Lol " —
pr——— - 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived. If institution: Residence before

a. COUNTY o STATE Mo b. COUNTY ST rmaadom admission)

b. cgv (1f outside corporate limits, give TOWNSHIP only) Length of stay in 1k c. CITY tnside Limits
R

S 3. louis, Mo. vid oWN St Touls.Mo Yo No [I
c. z%éPﬁAATEOgF {If NOT in haosplral, give location) inside Limits d:ITJEEEETSS {If cutside, give location) Reside on Farm
INSTITUTION St. louis it'y HDSP‘ # 1. vesﬁ No O QE]_?R H! C‘{OI‘V Yes [ Noﬁ.

1
3. NAME OF DECEASED Firat Middle Last | 4. DATE Month Day Year
F

(Type or print) [a]
Walker . Smith DEATH 11-. 9= 63

5. SEX 6. COLOR OR RACE 7. Married J( * Never Mareled (] 8. DATE OF 8IRTH | 9. AGE (last birthday) | IF UNDER | YEAR 1F UNDER 24 HR

Male Negl"o Widowed [ Divoreced [J B/G/EOO 6._3 Months Days | Hours Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and siate or country) | 12. CITIZEN OF WHAT COQUNTRY
dui working lite, aven if ratired) -
fikgicio} o Common 1-bor Arksngas U.5.8,
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Ch-rlie Smith Georgla Eddie Smith

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SECURITY NO, | 17. INFORMANT Address
(Yes, no, or unhno{vn)’ (If yes, give war or dares of sarvice) Ed di e Smi. th 221 2 H-1 c'l{O I‘y

STATE FILE NUMBER

L

V§ 300
Rev. 4/59

¥ | DATE AMENDED

F‘a. CAU! DEATH (Enter only one cause per line for (a), (D), and (£). INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY: - ONSET_AND DEATH
\ ,b’b IMMEDIATE CAUSE (a) 4414

DOCUMENT
Q .

¥ Conditions, if any, DUE TO {b) 3 . 4 g .
\ which gave rite 1o . )
\ above cause (a), ;
slating the under- 4 - : A -
lying cause lasl. DUE TO (¢} :

PART 1. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but ner related to tha termink)) PART 1Il. If decassed was female was
disease conditign given in PART } . there a pragnancy in last 90 days.

l . B ||:|'r== ]E No I O Unknown

19. WAS AUTOPSY a. ACC@ENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW IN) OCCURRED. {Enter nature of injury in PART | or PART Il of Item 18.)
' PERFORMED' O (w]

vesQ Mo undergolng urethroscopy

R Géle7-¥6

20d. INJURY QCCURRED 20e. PLACE OF INJURY [e.q., in or about home, | 201. CITY, TOWN, OR LOCATION COUNTY

WHILE AT WORK ] farm, factory, street, office bidg., el:.}
NOT WHILE AT WORK Hospital St, Louis, Mo,

. her . -
21, 1 attended the decessed fram——_ll—l—égi. fn—_ll—g-—ég—!nd last saw i alive o
Death occurred nt_—lz_l_kg_L——m on the date stated sbave, and 1o the best of my knowledge, from the causes stared.
= :

. BIGNATURE {Degrea or,dille) 22b. ADDRESS 22c. DATE SIGNED
_u Jﬁuwb (‘(,u. oD, 1515 lafayette Ave, 11-9-63

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREM\_ATORY 23d. LOCATION ({City, town, of county) {State)
ey (115 2\3 Father Dix<on Kieltwood. Mo
24, FUNERAL DIRECTOR . ADDRESS 25. Nﬁ RECD. BY LOCAL REG. 24. {STRA| S1G| TURE
V12 1363 o /D,

p H Burks 3900 Aechl ~nd

Licansed Embalmer’s Statement on Ravarse Side)

J

MEDICAL c(@mo%

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on.the reverse side of this certificale was embalmed by me,

or by Student Embalmer No.___

working under_my_personal supervision. L / W
Student : Signe »

" Licensed Embalmer No.. ¢/"Z£
POAddress/’Zf? /V/K-%//Av

Signature of Student Embalmer -

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply —'—/
with the above_constitutes grounds for revocation of license). .

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If thus body is not emba'lmed fact should be 3o stated above.




